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Phone: B64-2405-5554 Fax: 864-246-5569

Date Name Nickname if used
Firs, Middle, Last Mames

Mailing Address City _State  Zip-code

Inclode street type: such as 51, Ave., eic,
Physical Address (If diffcrent from above) City State Zipcode
E-mail address/Pager Phone#( ) = CellPhene( )
Fax({ ) D.OB. Sex SS+#:
Marital Status Children's names and ages
Name of nearest relative (not your spouse) Phorie
If Student: Status: Fult time  Part time  School _
Employer Status: O0Full time CTPart time ORetired ONot employed
Work Maihng Address City State  Zip Code
Work Phone (__) Extension _ Work Website \ L
How did you hegr about us? __ Yellow Pages  Talking Phone Book __ Pickens Sentinel  Easley
Progress _ Coupon __ Read Sign __ Other Referral __
Medical Insurance L Insurance Phone #(__ ) .
Policy ID # Group # Primary insured (If different than patient)
Primary Insured D.O.A. - Primary Insured’s Mailing Address (1f different than
patient} City State Zip Code .
Primary Insured's Employet ‘Mailing Address)
City Sate Zip Code

[

Is your visit due to an accident? (Auto or work) OINo DOYes (If yes, please see reccptionist for an
injury report.)

Since your symptoms began, kave you noticed a change in :
O Bowel Function BBladder Function OINo change

Is there pain when you cough or sneeze? [f yes, Where:

Do you have headaches? Y N Ifyes, describe:




First Complaine:
» Date when symptom first appeared
*  Did it begin Gradually Suddenly Progressively over time
*  What makes the symptoms increase?
What relieves the symptoms?

=

* Type of Pain Sharp Dl Ache Bum Throb
*  Does the Pain Radiate into your A Leg __ Dwes not radiate
* Do vou experience Numbness or Tingling? Yes No
* How often do you cxperience these symptoms?
100% 75% _ S0% 24% 10%
+ PAIN INTENSITY: Please put line on the scale descnibing the intensity of your pain.
No Pain = = e Unbearable Pain
Other Complaint:
* Date when symptom first appeared : )
»  Did it begin Gradually Suddenly Progressively over time
*  What makes the symptoms increase?
*  What relieves the symptoms? _ .
* Type of Pain Sharp Dul _ Ache  Bum Throb
* Does the Pain Radiate into your Arm Leg roes not radiale
* Do you experience Numbness or Tingling? Yes . No
* How cften do you expenence these symptoms?
100% % 0% 24% 10%
+ PAIN INTENSITY: Please put line on the scale describing the intensity of your pain,
No Pain . Unbearable Pain
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Please list all previous treatments for this condition:

Name of Treating Physician Dates of Treatment
Type of Treatment or drugs prescribed

b1
'

Name of Treating Physician . Dates of Treatment
Tvpe of Treatment or drugs prescribed

- F—

Have you been treated by a physician for any health condition in the last year? O¥es [INo

Describe condition Date of last physical exam
Please list all past surgeries:

Type When Dactor

Type When Doctor

Type When Doctor

Type When Doctor i




Please list all previous accidents and falls:

What . _ When:
What When:
What When:
What When:

Please list any medications or vitamins you are currenily taking:

Are you allergic to any medication? |1Yes [ONo.

O Stroke 1 Hepatitis 0
O Carotid Artery Disease {3 Concussion 0
O Digestive Disorders O Convulsions O
O High Blood Pressure ™ Nausea a
() Loss of Consciousness O Swallowing )
O Visual Disturbances O Dnabetes [
O  Pass out easily (1 Numbnesson 03
3 Difficulty w/speech on one side of |1
O Galibladder your face and bedy

If Fernale: Are you pregnant? {7 Yes (3 No
Date of last menstrual perind

What kand?

Ajds

Rheumatic Fever
Scariet Fever
HIEV/ARC
Asthma

Heart Trouble
Arthritis Troubie
Venereal Disease

Palio
Dizziness
Backaches
Numbness
Cancer
Pacemaker
Balance Problems

QadgaJdGoaQ

Permissible to leave message with detailed information
Permissible 1o leave message with call back number only
Permissible to mail written communication to my home gddress
Permissible te be adjusted in an epen area
Permissible to exercise & traction in an open area

Permissible to release medical information, when requested, to the following (please list names}:

_Spouse or significant other

Family member

Other




TERMS OF ACCEPTANCE

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both
to be working towards the sanwe objective.

Chiropractic has only one goal It is important that each patient understands both the objective and the
method that will be used to attain it. This will prevent any confusion or disappointment.

Adjustment: An adjustment is the specific application of forces to facilitate the body’s correction of
vertebral subluxation. Our chiropractic method of correction is by specific adjusiments of the spine.

Health: A state of optimal physical, ments] and social well-being, not merely the absence of infimity.

Vertebral Sabluxation: A misalignment of one or more of the 24 vertebra in the spinal column which
causes alteration of nerve function and interference to the transmission of mental impulses, resulting in a
lessening of the body’s innate ability to express its maxinmom health potential.

We do not offer to diagnose or treat any disease or condition other than vertebral subluxation. However,
if during the course of a chiropractic spinal examination, we encounter non-chirepractic or unusual findings, we
will advise you. Ifyou desire advice, diagnosis or treatment for those findings, we will recommend that you seek
the services of a heatth care provider who specializes in that area.

Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice regarding
treatment prescribed by others. QUR ONLY PRACTICE OBJECTIVE is to eliminate a major interference to
the expression of the body’s mnate wisdom. Our only method is specific adjusting to correct vertebral
subhuxations.

L, have read and fully understand the above statements.
{print neme)
All guestions regardimg tbe doctor’s objectives pertaining to my care in this office have heen answered to
my complete satisfaction. I therefore accept chiropractic care on this basis.

(sigaature) (date)

Consent to evaluate snd adjust a minor child:
I being the parent or legal guardian of
(print name) (print hame)
have read and fully understand the above term of acceptance and hereby grant permission for oy child to receive
chiropractic care.

{signature) (date)

Pregnancy Release
This is to certify that to the best of my knowledge I am/am not pregnant and that Dr. Owens has my

permission to perform an x-ray evaluation. I have been advised that x-rays can be hazardous to an wmbom child.
Date of last menstrual pertod:

(signature}) (date)




[ understand and agree that health and aceident insurance policies arc arrangements between an insurance carner
and myself. Furthermore. I understand that this office will prepare any necessary reports and forms to assist me
m making collection from the msurance company and that any amount authorized to be paid directly to this
office will be credited to my account upon recerpt. 1 permut this office to endorse co-issued remittances for the
conveyance of credit to my account. However, | clearly understand and agree that all services rendered to me
arc charged dircetly to me and that [ am personally responsible for payment. It is my understanding that my
credit may be checked if Living Well Chirvpractic extends credit to me and 1 also understands that it suspend or
terminate my care and treatment. Any fees for professiomal services rendered to me will be immediately due and
payable, unless prior arrangements are made. | hereby authorize the doctor(s) at Living Well Chiropractic and
whomever they may desigmalc as their assistamts to admunister treatment as they so deem necessary and also
authorized the release of any information acquired in the course of my examination or treatment. | certify that
the above information is true and correet. “PLEASE NOTE™: There will be a $30.00 return checks fee and
45% charge for any unpaid balances required to be sent to collections. Patients with scheduled appointments.
not showing wp for Massage therapy will be charged for no-show.

Signature of Paticnt (Paticnt or Guardian if patient is under 18) Date

f you bave Insurance, please read and sign the following:
LEGAL ASSIGNMENT OF BENEFITS AND RELEASE OF MEDICAL AND PLAN DOCUMENTS

In considering the amount of mcdical expenses to be incurred, I the undersigned. have insurance and/or
employes health care benefits coverage with the abowe caplioned, and hereby assign and convey directly 1o
Living Well Chirepractic all medical benefits andfor insurance reimbursement, if any, otherwise payable to me
for services rendered from such doctor and clinic. | undersiand that 1 am financially responsible for all charpes
regardless of any applicable insurance or benefit payments. [ hereby authorize the doctor to release all medical
information neccssary to process this claim, I hereby any plan administrator or fiduciary, insurer and my
attorney to release to such doctor and clinic any and all plan documents, insurance policy and/or scttlement
infarmation upon written request from such doctor and clinic in order to claim such medical bencfits,
reimbursement or any applicable remedies. F anthorize the usc of this signature on all my insurance anidfor
employee health benefits clam submissions.

I hereby convey to the above named docter and clinic to the full extent permissible under the law and
under any appiicable msurance polices and/or employee health care plan any ctaim, choice in action, or other
right I may have to such insurance and/or employee health carc bensfits coverage under any applicable
insurance policies andfor employee health care plan with respect to medical expenses incurred as a result of the
medical senices 1 recetved from the above named doctor and clinic and to the extent permissible under the law
to claim such medical benefits, insurance reimbursement and any applicable remedies. Further, in response tv
any reasonable request for cooperation, I agree to cooperate with such doctor and clinic in any attempts by such
doctor and clinic to pursue such claim, choice in action or right against my imsurers and/or employee health care
plan, including, if necessary, bring suit with such doctor and clinic against such insurers and/or employee health
care plan in my pame but at such doctor and clinic’s expenses,

Should this assignment be prohibited ir part or in whole under any anti-assignment provision of my
policy/plan, please advise and disclose to my provider in writing such anti-assignment provision within 30 days
upon receipl of my assignmen, otherwise this assignment should be reascnable expected to be effective and such
anti-assigmment is waived.

This assignmerd will remain in effect until revoked by me in writing. A photocopy of this assignment is
to b considered as valid as the original. [ have read and fuily understand this agreement

Signature of Patient (Patient or Guardian if pafient is under 18) Date




PATIENT HISTORY

PAIN LOCATION |

. —Flease mark off the areas of your complaint on the diagram above,

Please use the following symbols on the pain diagram to accurately

PPP

NNN
TTT
BBB
CCC

PATIENT SIGNATURE

describe your condition.

Where you experience Pain
Where you experience Numbness
Where you experience Tingling
Where you experience Burning
Where you experience Cramping

DATE




